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CONTENT AND PROCESS

I. WELCOME BACK

Time: 20 minutes   Steps: 1- 2

Purpose: Session 7: To explore the implications of  parental drug and alcohol use in 
child abuse and neglect cases; the in utero experience for a fetus with and 
without substance exposure; optimal postpartum care for prenally exposed 
infants; the long term impact of in utero exposure on children’s functioning; 
strategies for parenting to children’s strengths rather than their negative 
behaviors; and closing the class series with a Parenting Pledge.

 A. Homework review

Step 1  Go over the “10 Things I Do to Refuel” and “Decoding My Child’s Behaviors” 
homework assignments with participants. Ask for volunteers to share their 
thoughts on each of the assignments by paraphrasing the following:

At the end of Session 6, you were asked to choose one of two homework options. The first 
option was to review the “10 Things I Do to Refuel” homework that you completed for Session 
1, and to use at least one of the things on your list during the past week, to make sure that you 
are taking care of yourself while also taking care of your children. We hope that all of you are 
regularly using at least some of the refueling strategies that you listed on that worksheet for 
Session 1! For those of you who chose to re-visit that assignment: 

• Are you regularly using some of your refueling strategies?
• If you have not been doing so, did you utilize one of your strategies this week, and 

was it helpful?

The second homework option was to fill in the “Decoding My Child’s Behaviors” worksheet for 
one or two of your children’s most challenging behaviors. Again, we hope that you are practic-
ing decoding your children’s behaviors regularly by now, but this was an opportunity to make 
your own “cheat sheet” that you can refer to as needed. For those of you who chose the “Decod-
ing My Child’s Behaviors” homework:
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• Is it becoming easier to identify some of the possible needs underlying your chil-
dren’s behaviors?

• What are some of the challenges that you have overcome in order to include these 
additional parenting strategies (down-regulating distress, corrective actions that 
emphasize learning and attachment, and increasing pleasure/filling the buckets for 
your children)?

 B. review key ConCepts from session 6

Step 2 Go over the key concepts from Session 6 by paraphrasing:

• Abuse, neglect and trauma have a negative impact on a child’s development
• Parents can help reduce the impact of abuse and neglect by using therapeutic  

parenting skills
• Listening to children’s painful experiences, and being able to talk about traumatic 

events can deepen the parent/child relationship
• Parenting hurt children hurts
• Parents need support, and to find ways to refuel

II. THE ROLE OF DRUGS AND ALCOHOL IN CHILDREN’S LIVES

Time: 20 minutes   Steps: 1-4
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Purpose: To provide participants with information about the prevalence of parental 
drug and alcohol abuse in child abuse and neglect cases, as a foundation for 
understanding that in utero substance exposure may be part of their chil-
dren’s history.

 A inCidenCe of drug And AlCoHol use in CHild ABuse/negleCt

Step 1 Many participants will be parenting children whose birth parents have, or have 
had, problems with drugs and/or alcohol. In addition, some participants may be 
caregivers of children they are related to, due to drug/alcohol abuse by an adult 
child or relative. This can be a sensitive subject, raising feelings of judgment in 
some participants, and guilt/shame for others. Lead into a factual discussion 
about the relationship between drug/alcohol dependence and child abuse/neglect 
by paraphrasing the following:    

Drug and alcohol use and abuse are widespread in our society, and play a significant role in 
child abuse and neglect cases. According to child protection professionals, approximately 
70-85% of all child abuse cases handled in the U.S. involve alcohol or drug abuse. Parental use/
abuse of drugs and alcohol increases the chances that children will be neglected, abused and 
exposed to violence/trauma. The majority of children who come through the child dependency 
system who have experienced abuse or neglect have one or both parents who are alcohol and/
or drug dependent.

Many of these children were exposed in utero to their parents’ drugs and/or alcohol. Over the 
past two decades, there has been a dramatic rise in the number of infants coming into fos-
ter care who have been exposed prenatally to drugs/alcohol. The primary reason for infants 
being placed in foster care is parental substance abuse, and approximately one in three of these 
infants in care will ultimately be adopted.

There has also been a dramatic rise in the number of older children coming into foster care as 
a result of parental drug/alcohol abuse. Issues for older children who have alcohol/drug depen-
dent parents often include neglect and abuse. It is also important to note that a significant 
percentage of these children may also have been exposed in utero to drugs/alcohol. In addition, 
these children have likely observed the drug and alcohol use of their parents, family members 
and others, and this may be part of some of their earliest memories. This is important informa-
tion if some of your children’s current behavior and emotional responses are being triggered by 
these early (implicit) memories.

Because the percentage rate of parental alcohol and drug use/abuse is so high in child abuse 
and neglect cases, it is very possible that your child was prenatally exposed to drugs and/or 
alcohol, or that they experienced neglect and/or abuse as a result of their parents’ alcohol or 
drug use. As we continue to talk about the implications of drug and alcohol exposure, please 
keep your child in mind and reflect on what their early life experiences may have been. This 
may help you to better understand some of their current behaviors and emotional responses.
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As we did in the previous session, we would like to again acknowledge that some of us may 
have our own issues and strong feelings on the topics of drug and alcohol abuse, and prena-
tal exposure for children. We may have personal experience with family members who have 
struggled with drug or alcohol dependency, and some of you may be parenting children who 
are related to you as a result of these issues. We would like to take a moment here to say that 
it is important for us all to be respectful of each other’s feelings while discussing these sub-
jects.  If you find yourself feeling anxious or uncomfortable, think back to the things that you 
do to ground yourself in moments of distress (take deep breaths, count, walk, etc.), and take a 
moment for yourself as needed.

It is also important to note that the focus of our discussion will not be on treatment issues for 
birth parents who have drug or alcohol dependency issues. It is possible that some of our dis-
cussion may touch on those topics, but our primary focus will be the impact of drugs and/or 
alcohol on the children you are parenting. If you have questions about drug/alcohol treatment 
for your children’s birth parents, you may want to follow up at a later time to learn about treat-
ment resources.

B mytHs And fACts ABout drug And AlCoHol use And ABuse

Step 2 Brainstorm with participants about the myths in our culture regarding drug and 
alcohol abuse and write their responses on a flip chart or whiteboard. Paraphrase 
the following:

There are many myths in our culture regarding the use and abuse of drugs and alcohol. Let’s 
begin by exploring some of those myths.

 • Prescription drugs aren’t addictive 
 • Drug or alcohol addiction is a choice
 • Women don’t become addicts
 • Treatment doesn’t work
 • Drugs are a more serious problem than alcohol
 • Addicts have to hit rock bottom
 • You can’t force someone into treatment
 • Alcoholics drink every day
 • Beer drinkers can’t be alcoholics
 • Nicotine is not a drug
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 • Children who grow up with an alcohol-dependant parent are not more likely to  
      become addicted themselves

Step 3 Go over the facts regarding general use and abuse of drugs and alcohol.

Now that we have explored what some of the myths are about the use and abuse of alcohol and 
drugs in our culture, let’s look at a some of the facts. 

•	 Children of alcoholics are at-risk
•	 More men become alcoholics than women
•	 Repeated drug/alcohol use alters the brain
•	 Nicotine is one of the most toxic drugs

• Children who have an alcohol-dependent parent are 3-4 times more likely to become alcohol 
dependent themselves. This means that since the national incidence of alcohol dependence is 
5%, such children have a 15-20% chance of becoming alcohol dependent. The probability of 
becoming alcohol dependent if both parents are alcohol dependent has not been determined. 

• There are three times as many alcoholic men than alcoholic women in the United States. At 
this time, there is no conclusive evidence as to why.

• Repeated drug and alcohol use alters brain development. Over time, abuse of these substanc-
es changes the brain’s normal reward pathways and alters the areas of the brain responsible 
for self-control, judgment, emotional regulation, motivation, memory and learning. In addi-
tion, new brain scan research suggests that alcohol affects decision-making and judgment by 
reducing activity in the frontal lobes, where such functions reside. Interestingly, it appears that 
pre-existing (or alcohol-induced) impaired function of these same brain areas leads to the dis-
ease of alcohol dependence, making it extremely difficult for the person to exert conscious will 
over whether they can stop drinking or not. 

• Nicotine is one of the most toxic drugs available. It is readily absorbed through skin and 
mucous membranes. Much of the nicotine in cigars and cigarettes is vaporized during burning, 
but enough still remains to cause significant toxicity in the lungs and in organs affected by 
nicotine in the blood. Nicotine is also highly addictive, as addictive as heroin and alcohol, mea-
sured by the number of smokers who become dependent and by the difficulty in stopping the 
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use of the drug. This again has implications for your children, both in terms of what they were 
exposed to in the past, as well as for the decisions they will make about smoking for themselves.

C.  understAnding tHe mytHs And fACts

Step 4 Go over the facts regarding general use and misuse of alcohol and drugs by para-
phrasing the following: 

If drugs and alcohol create so many problems, why do people use them? There are many  
reasons. As we talk about these reasons, consider the birth parents of your child and how these 
reasons may have played a part in their use of alcohol and/or drugs. Also consider your child…
given their history, how will these factors impact their use of alcohol and/or drugs? Are they at 
greater risk of using or abusing alcohol and drugs because of their genetic history, social pres-
sures or self-esteem issues? Let’s not forget that we should also be thinking about ourselves…
how many of us have used alcohol or drugs at some point in our lives? We may not be habitual 
users, but there may be times in our lives when we have used alcohol or drugs (including pre-
scribed medications) as a way to cope with stress, or deal with serious issues.

 Brainstorm with participants about some of the reasons why people use/abuse  
 alcohol and drugs, making sure the points below are included.

Can you think of some of the reasons why people use and/or abuse alcohol and drugs?  
•	 Stress, as a way to relieve tension and pressure
•	 Curiosity, many young users are curious about the effects of drugs/alcohol
•	 Escape, as a way to avoid life’s problems
•	 Depression, to alleviate sadness/effect mood change
•	 Anxiety, to decrease anxiety/effect mood change
•	 Trauma, to cope with the effects of trauma
•	 Social pressure, to fit in with peers
•	 Self-medication to mask/cope with a psychiatric condition

We can think of many reasons why people try alcohol and drugs, and also why people con-
tinue to use them (particularly alcohol) in a moderate way. A more difficult question to answer 
is why do some people become addicted, while others do not? No single factor can predict 
whether or not someone will become addicted to drugs and alcohol. However, there are three 
main risk factors; the more risk factors one has, the greater the chance for becoming addicted.
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Biology – The genes that we are born with, in combination with environmental influences 
account for about ½ of our addiction vulnerability

Environment – Environmental influences may include socioeconomic status, quality of life, 
being in the presence of people who misuse alcohol and drugs, and exposure to violence and 
trauma, including physical and sexual abuse.

Development – Genetic and environmental factors interact with critical developmental stages 
in our life to affect our vulnerability to addiction. Adolescence is a developmental stage with 
increased risk factors due to the fact that their brains are still maturing in relation to self-
control, decision making and the ability to control emotions. In addition, adolescents are at 
the stage of asserting their independence from their parents, identifying with their peers and 
coping with tremendous peer pressure, all of which can significantly influence their decision to 
experiment with alcohol and drugs. Remember our discussion of the developmental stages in 
Session 3…adolescence begins before the teen years and extends well into the 20’s, meaning 
that this vulnerable period can last for many years. For those children whose development is a 
bit regressed, this stage of adolescent experimentation may not actually hit them until they are 
in their 20’s. On the other hand, early life exposure to drugs and alcohol may have normalized 
substance abuse for some children, so that they may be more likely to experiment at a younger 
age.

Twin and adoption studies performed over the past two decades clearly indicate a genetic 
susceptibility for alcohol dependence in families. While this suggests a genetic cause, many 
things run in families that are not genetic. Alcohol dependence is not a genetic disease, rather, 
the tendency to become alcoholic is inherited. Thus, alcoholism can skip generations, or affect 
only certain individuals in an alcoholic family

All children who come into foster care experience tremendous losses and challenges, but there 
are additional challenges for those children who have been prenatally exposed to alcohol/drugs, 
or who experienced neglect and abuse as a result of their parents’ dependence on alcohol/drugs.  
We will discuss the impact of prenatal alcohol and drug exposure, and also what you as parents 
can do to reduce that impact for your child. 

As we noted earlier, the subjects of drug and alcohol use and dependency, and the impact on 
children, can bring up a variety of strong feelings for people. If such feelings come up as we 
continue our discussion, it may be helpful to:

• Be aware of and reflect on your feelings on these subjects, both during class and later 
at home.

• Consider ways to help yourself process these feelings when they come up, which in 
turn will help you to continue to be responsive to your children’s needs.
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III. THE IMPACT OF DRUG & ALCOHOL EXPOSURE

Time: 70 minutes   Steps: 1-11

Purpose: To help participants increase their knowledge of the effects of drug/alcohol  
  exposure on a child in order to strengthen their ability to read and respond to    
  their child’s behavioral and developmental cues.  

 A. tHe in utero experienCe

Step 1 Introduce information about the in utero experience, explaining the four basic 
internal states of the fetus by paraphrasing the following:

With ultrasound technology we are able to see what a child actually experiences in utero. A 
child’s first environment is her mother’s womb, and she will begin to get her needs met, or not, 
in utero. The in utero environment involves four basic states for the fetus: awake/alert state; 
light sleep state, deep sleep state, and distress state. Technology can determine how and when 
a fetus goes through these four distinct states as measured by heart rate, fetal movement and 
ultrasound sound waves. Ideally, a child in utero will have an internal locus of control, which 
means he will move in and out of the four basic states based on his own individual physiologi-
cal needs and states of homeostasis.

 Describe the four basic internal states of the fetus by paraphrasing the following:
•	 Awake/alert state: the infant is alert and calmly aroused, aware of surroundings, 

keeping a steady state of homeostasis, with resting heart rate that optimizes 
opportunity for physiological development;

•	 Light sleep: infants will move from an alert state through light sleep into a deeper 
state of  sleep; light sleep is characterized by calm heart rate, less sensitivity to outside 
stimuli, still maintaining a steady homeostasis;

•	 Deep sleep: ideally, infants will remain in a state of deep sleep approximately 80% of 
the time, with few external interruptions;

•	 Distress state: a state of hyperarousal is characterized by agitation, increased heart 
rate, inability to calm or maintain homeostasis. Distress will occur within a few 
moments of a mother’s ingestion of stimulant drugs and progressive exposure will 
result in permanent damage to organs and even death.
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As we consider these four internal states of the fetus, some of the language may feel familiar.  
In Session 4, we talked about the Arousal-Relaxation Cycle of an infant/child. In that Cycle, the 
child begins in a state of homeostasis, with a resting heart rate and respiratory rate. The child 
then experiences a need, such as hunger or discomfort, and moves into a state of hyperarousal 
and distress. When the need is responded to appropriately by the caregiver, the child’s distress 
is relieved and a sense of pleasure and relaxation results, and the child returns to a state of 
homeostasis. This Cycle, happening over and over again, helps the child to become dependent 
upon and attached to the caregiver in a healthy way.

The Arousal-Relaxation Cycle actually begins in the womb, with the four internal states of 
the fetus that we have just discussed. A child’s individual physiological needs will determine 
how and when he moves through the four internal states as a fetus, and later, how and when he 
moves through the Arousal-Relaxation Cycle. 

Step 2 Review when basic sensory systems begin functioning, emphasizing that the fetus, 
and subsequently the infant, are sensory beings, taking in the world through sen-
sory stimulation

Along with the four internal states of the fetus, it is also helpful to know when basic sensory 
systems start functioning, as a way of understanding the in utero experience of a fetus. 

Motor Development: by fifteen weeks, normal fetal functioning involves
            reflexive movements which provide early stimulation for the developing brain
Taste: by fifteen weeks, taste buds are beginning to detect taste differences in amniotic fluid
Vision: by the sixteenth week, the fetus is light sensitive
Touch: by seventeen weeks gestation, the infant can feel touch on most of its body
Hearing: by the twenty-fourth week, a baby hears the mother’s voice and the father’s  

                  if he is close during gestation

                from The Secret Life of the Unborn Child by Thomas Verney and John Kelly

In previous sessions, we have talked about the fact that infants and children are sensory beings.  
The more primitive and sensory oriented parts of the brain develop before the thinking part of 
the brain, so early sensory experiences play a critical role in the continued brain development 
of infants and young children, as well as in their development in other areas of functioning. We 
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can now see that sensory experiences for children begin before birth, as part of the in utero 
experience.

Think back for a moment to the developmental buckets, particularly the red bucket. The red 
bucket represents a child’s basic physiological needs, which include regulation, physical com-
fort, nourishment, and safety. We have talked about many ways to fill a child’s red buckets with 
positive sensory rich experiences. Now think about the unborn child, and the basic states and 
sensory development that occur for a fetus in utero.

Discussion question:
• What types of sensory rich experiences can a mother provide to fill the red bucket of 

her unborn child?
Step 3 Discuss general information about the in utero and postpartum experience for a 

child whose mother uses drugs by paraphrasing the following:

At the beginning of this class series, we provided a definition of the word, “trauma” that includ-
ed prenatal drug and alcohol exposure among other types of traumatic events that could occur 
in the life of a child. This is because children who are prenatally exposed to drugs/alcohol 
experience high states of distress and/or neglect of their most basic needs in utero, which are 
traumatic experiences for the unborn child.

When a mother uses stimulant drugs during her pregnancy, her child is thrust into a state of 
hyperarousal within seconds of her ingesting the drug. The fetus stays in this state of distress 
and hyperarousal until the mother comes down from the high of the drug, which is often when 
she is getting ready to use again. Repeated use of the substance means that the fetus is in this 
hyperaroused state over and over again. An example of a commonly used stimulant is meth-
amphetamine. Methamphetamine provides a quick, intense high, then leaves the system very 
quickly. Because of those factors, a mother using this drug may engage in almost continuous 
use, keeping her unborn child in a constant state of distress and hyperarousal, without the calm 
and sleep states that are so critical to homeostasis and optimal development.

The hyperarousal that is experienced in utero can also be seen following birth, when drug-
exposed infants have difficulty being be calmed and returning to a state of homeostasis. They 
frequently do not respond to being held in the same way that non-exposed infants will respond, 
and may be unable to mold to and fold into anyone who holds them. Instead, they may be rigid, 
scissor their legs, splay fingers and toes, be irritable to touch, and be inconsolable when they 
are crying. When feeding, they may frantically gulp and struggle to take in as much food as 
possible, increasing their levels of distress.

Newborns who have been exposed to barbiturates may not demonstrate symptoms of with-
drawal until 7 to 10 days postpartum, which is usually after hospital discharge. Withdrawal 
symptoms of jitteriness, irritability and fussiness can develop which creates challenges for 
parents and caregivers who are trying to soothe the child and meet his/her needs. This can 
complicate the process of building attachment between the caregiver and child, both for the 
birth parents, as well as for other caregivers of the child.
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Discussion questions:
• What types of experiences need to go into the red buckets of infants who experience 

frequent states of hyperarousal and distress?
• What feelings might caregivers experience as they try to fill the red buckets of 

infants who are difficult to soothe? 

Step 4 Discuss some of the basic differences between alcohol exposure and drug expo-
sure in utero by paraphrasing the following:

Prenatal exposure to alcohol results in a type of alcohol poisoning for the fetus. Ethanol is 
transmitted to the fetus with the mother’s use, and it blocks the transport of nutrients and 
oxygen to the fetus. Oxygenation failure can result in multiple developmental failures of fetal 
growth. It is not uncommon for an alcohol-exposed newborn to be carried full term, but still 
weigh less than 2 pounds at birth, because he/she has been literally starved of nutrients, includ-
ing oxygen to the brain. This has far-reaching consequences on brain development and other 
areas of functioning.

The diagnosis of Fetal Alcohol Syndrome (FAS) is currently used when there is impairment 
in the three areas of the diagnosis, which are growth impairment, facial features, and severe 
central nervous system effects. Fetal Alcohol Spectrum Disorder (FASD) is a broader term that 
encompasses those children who were exposed prenatally to alcohol, but who look normal and 
may also have normal growth. Children with FASD have normal facial features but the struc-
ture and function of the brain has been impacted by prenatal alcohol exposure, affecting their 
long term behavior and academic performance.

Drug exposure differs from alcohol exposure in how it impacts fetal brain development. In gen-
eral, brain growth continues with prenatal drug exposure, but neurochemistry is affected, and 
the emotional brain (limbic system) experiences trauma that may have lifelong consequences 
on decision making, impulsivity, emotional expression, and cognitive resilience, particularly in 
stressful environments.

As mentioned earlier, many of the children who come into protective custody, and subsequently 
into foster care, adoption or relative care, have been exposed in utero to drugs and/or alco-
hol. For those that have been prenatally exposed, there is a strong likelihood that they have 
been exposed to more than one substance. According to recent research, prenatal exposure to 
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multiple substances appears to have increasingly serious consequences on developing brain 
structure. Even cigarette smoking, particularly when combined with other substances, can have 
a profound effect on fetal brain development. Approximately 1 in 5 women who smoke con-
tinue to smoke during their pregnancies, and when smoking is combined with other substances, 
the damage to developing the fetus appears to be heightened.

If you believe that your child may have been prenatally exposed to drugs and/or alcohol, it is 
recommended that  your child have a complete physical and developmental assessment if he/
she has not already had one. Ideally this will be an assessment performed by a multi-disciplin-
ary team that includes some combination of physician, psychiatrist, neurologist, developmental 
specialist, occupational and/or physical therapist. This may provide information about the 
impact of prenatal substance exposure, but perhaps more importantly, it can provide informa-
tion about your child’s current physical and developmental functioning. This will be helpful to 
you as a parent in developing interventions and strategies for working with your child in those 
areas of their development and functioning that may have been impacted by prenatal exposure. 

B. postpArtum CAre for drug And/or AlCoHol exposed infAnts

Step 5 Discuss basic postpartum care for a drug/alcohol exposed infant by paraphrasing 
the following:

Some of you may have experience in parenting infants who were prenatally exposed to drugs 
and/or alcohol, while others may be parenting children that have been prenatally exposed, but 
who came to you at an older age. In either situation, it is helpful to know about basic post-
partum care for prenatally exposed infants, as the quality of care received as an infant can 
influence how well a child does at later stages of development.

A drug exposed newborn is tactilely defensive, meaning they are often highly sensitive to exter-
nal stimuli. A caregiver’s touch can be similar to receiving an electric shock, or the feeling of 
being burned. Bright lights and loud noises can trigger hyperarousal. The sensory system of 
substance exposed newborns will need to be gently cared for, with an understanding of how 
newborns take in their world through senses of smell, taste, sound, touch and sight. While it 
is important for all newborns to experience gentle, safe environments, it is critical that drug 
exposed infants have this, and more.

The best environment for drug and alcohol exposed newborns will be quiet and under-stimulat-
ing to avoid triggering distress. When these infants do become distressed, they may stay in a 



Pathways to Permanence 2: Parenting Children Who Have Experienced Trauma and Loss
©2012 Kinship Center®  A Member of Seneca Family of Agencies 7-21

Pathways to  
Permanence 2

Parenting  
Children  

Experienced 
Trauma 
and Loss

Who have

Session 7

Parenting 
the Child 
with Drug 

and Alcohol 
Exposure

state of hyperarousal for hours. Caregivers can help distressed infants down-regulate by firmly 
holding an infant on his stomach, with arms and legs curled up, which creates the effect of the 
womb. Placing an infant in distress on his/her back can heighten feelings of vulnerability and 
irritability. Caregivers will also want to be careful not to over stimulate highly sensitive areas, 
such as infants’ mouths, hands and feet, which may occur through touch and movement of 
those areas. Parents can help infants return to a calm state by decreasing body surface (such as 
the tucked-in position on the stomach described previously), and putting gentle pressure on less 
sensitive areas, such as the chest, back and legs.

If you have tried to soothe an inconsolable infant, whether prenatally exposed or not, you know 
how overwhelming that experience can be. It is helpful at such times to remember that you 
as the caregiver have done nothing wrong. The immaturity or dysfunction of the prenatally 
exposed infant’s central nervous system often interferes with his/her responses to sensory 
stimulation that might otherwise be soothing to non-affected infants. It is helpful for parents 
and caregivers to touch and hold prenatally exposed infants in ways that increase a feeling of 
safety and security, without triggering a new state of distress, agitation and hyperarousal.

Some helpful interventions for drug and/or alcohol exposed infants include the following:

• Reduce environmental stimulation whenever possible – less noise, softer lighting     
and few changes in routine are best.

• Avoid over stimulating more sensitive areas, such as the mouth, hands and feet.
• Gentle pressure/touch to less sensitive areas, such as chest, back and legs, can be     

soothing.
• Use sensory techniques such as swaddling and putting the infant into a fetal/womb-

like position to help calm a child who is in a state of hyperarousal.

Ask participants if any of them have parented (or are parenting) a prenatally exposed 
infant, and what other techniques they have used successfully with infants who are 
difficult to soothe.

Filling the red buckets of infants who have experienced prenatal drug exposure may require 
different techniques than those used with non-exposed infants. Non-exposed infants may be 
able to tolerate more movement, sound, touch, and other sensory experiences, while the red 
bucket needs of prenatally exposed infants may have more to do with down-regulating and 
soothing distress. The goal, however, is the same, which is to reduce distress and meet the 
infant’s needs in ways that increase feelings of safety and well-being. For prenatally exposed 
children, as with other children who have experienced trauma, filling their red buckets over 
and over again is necessary to recreate the Arousal-Relaxation Cycle in a healthy way.
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C. long term impACt on tHe developing CHild

Step 6 Discuss the long term impact of prenatal drug and/or alcohol exposure on the 
developing child by paraphrasing the following:

In addition to the in utero and postpartum effects that we have been discussing, prenatal 
exposure to drugs and/or alcohol can also have long term effects on many areas of a child’s 
functioning. There is still a great deal that we do not know about the long term effects of pre-
natal drug and alcohol exposure on children’s development. Information on long term effects is  
limited due to several factors:

• Incomplete or inaccurate information regarding the substances used by the mother
• Difficulty isolating the effects of any one substance
• Too many variables in maternal factors such as genetics, health, nutrition, prenatal 

care, etc. 
• Difficulty isolating factors related to the fetus’s biological vulnerability from mater-

nal factors and the substance exposure 

What we do know is that children vary greatly in terms of how they have been impacted by 
prenatal substance exposure. Some children show little or no after effects from the prenatal 
exposure, while others appear to be very impacted in many areas of their functioning. The 
effects of prenatal exposure may also look different at different developmental stages of a 
child’s life. Infants may be irritable and difficult to soothe, as well as having feeding and other 
difficulties. Very young children may appear to be always wound-up and in a state of hyper-
arousal. Older children who were prenatally exposed may experience continuing problems with 
impulsivity, social interactions, school, and family relationships, and some may show signs of 
anxiety or aggression, often due to frustration and feelings of not getting their needs met. 
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Step 7 Have participants brainstorm some of the characteristics and behaviors they might 
expect to see in children who have been impacted by prenatal drug exposure, or 
that they have experienced with their own children who have been prenatally ex-
posed. Write their responses on the flip chart or white board, making sure that the 
bulleted points below are mentioned. Paraphrase the following:

Parents and professionals who live and work with children who have been prenatally exposed 
to drugs and/or alcohol report that there are general areas where the children appear to have 
been impacted. You may have observed some of these behaviors with your own child. What 
behaviors and characteristics might you see in a child who has experienced prenatal exposure? 

• Hyperactivity
• Impulsivity
• Easily over-stimulated
• Distractible
• Anxiety/depression
• Poor organization
• Poor self-esteem
• Easily agitated, angry
• Speech/language delays
• Poor transition skills (rigid or controlling behaviors)

With all of these challenges, let’s make sure you also hear the good news. Children who have 
been exposed to drugs/alcohol in utero benefit when their post natal environment is safe and 
responsive to their developmental needs and cues. For infants with in utero exposure, this 
means creating a soothing environment such as we discussed earlier. For older children, who 
may or may not have had the benefit of a soothing postpartum environment, you will want to 
create a home environment that supports their needs for physical and emotional regulation, 
while also providing the right type and amount of sensory input to build their skills in all areas 
of their development.

Many of these activities may be things that you are already doing with your children, as part 
of basic parenting and by figuring out by trial and error what is effective with your children. 
You will also find that many of the developmental re-parenting and attachment-based parenting 
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techniques that we have discussed in previous sessions are very helpful for children who have 
been impacted by in utero drug exposure. As a reminder, those techniques include:

• Decoding your children’s behaviors to understand the underlying needs
• Parenting to the developmental stage rather than the age of your children
• Filling their buckets (particularly their red buckets) with positive, sensory rich 

experiences
• Down-regulating distress and increasing pleasure in ways that are tailored to your 

children’s needs

However, as discussed earlier, filling the red buckets of children who have experienced in utero 
exposure presents additional challenges. Understanding the sensory processing issues of chil-
dren with prenatal exposure can help you to develop strategies for meeting their extra needs for 
physical and emotional regulation.

d. sensory proCessing disorder

Step 8 Refer participants to the Parent’s Toolbox article, “Sensory Processing Chal-
lenges & OT Techniques,” on page 7-37 [PRN page 7-15], to follow along with this 
discussion.  Discuss the relationship between in utero substance exposure and 
sensory processing difficulties by paraphrasing the following:

The theory of sensory integration was pioneered by A. Jean Ayres, PhD, OTR in the 1960’s. 
Sensory processing, or sensory integration, are terms that refer to the way the central nervous 
system receives messages from the senses and turns them into appropriate motor and behav-
ioral responses. Every day activities, such as biting into an apple, throwing a ball, tying your 
shoes, or reading a book, all require the processing of sensory experiences in order for the 
activity to be completed successfully. For the majority of people, the processing of sensory 
experiences occurs automatically and without conscious effort. Sensory Processing Disor-
der exists when sensory signals do not get processed into appropriate responses. A person 
with Sensory Processing Disorder will have difficulty processing and acting upon informa-
tion received through the senses, which creates challenges in performing many everyday tasks. 
Problems with motor skills, behavior, learning, and emotional regulation can be the result of 
sensory processing difficulties.
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The exact cause of Sensory Processing Disorder has not yet been identified, but related fac-
tors may include genetics, prenatal and birth complications, developmental disorders, and 
environmental factors. While in utero drug and/or alcohol exposure has not yet conclusively 
been linked to Sensory Processing Disorder, many children who have been prenatally exposed 
may experience a range of sensory processing difficulties as a result of the impact of prenatal 
exposure on the brain and other areas of development. Sensory processing difficulties are also 
seen in children and adults with other disorders, including learning disabilities, developmental 
disorders, autism, and brain injury, among others.

In general terms, sensory processing problems occur as a result of the central nervous system 
misinterpreting messages from the senses. These sensory experiences include touch, move-
ment, body awareness, sight, sound, smell, taste and the pull of gravity. A single sense, such 
as touch, may be impacted, or multiple senses. This can lead to a person being highly sensi-
tive to certain stimuli, or the opposite in which a person seems to under respond to certain 
sensations. The result may be difficulty in planning and organizing appropriate responses to 
ordinary activities and situations. Children and adults with sensory processing difficulties may 
appear to be clumsy, uncooperative, disruptive, highly sensitive to certain stimuli, or sensation 
seekers. Feelings of anxiety, depression and aggression may result from the frustration of not 
being able to complete every day activities.

According to Sensory Integration International (SII), some signs of sensory processing difficul-
ties include the following:

• Over sensitivity to touch, movement, sights or sounds
• Under reactivity to touch, movement, sights or sounds
• Tendency to be easily distracted
• Social and/or emotional problems
• Activity level that is unusually high or low
• Physical clumsiness or apparent carelessness
• Impulsive, lacking in self-control
• Difficulty in making transitions from one situation to another
• Inability to unwind or calm self
• Poor self-concept
• Delays in speech, language or motor skills
• Delays in academic achievement 

These signs look very similar to the behaviors and characteristics that are commonly seen in 
children with in utero exposure to drugs and alcohol, don’t they? Now, take a moment to think 
about sensory experiences that create feelings of discomfort and hyperarousal for yourself…an 
electric shock, loud noises, overly bright lights, etc. How easy is it to focus on tasks and getting 
along with other people at such times?

If we think again in terms of the physiological (red) bucket, the red bucket for children with 
sensory processing issues may seem to have a big hole in the bottom! Their skin may hurt or be 
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very sensitive, they may be more reactive to what they see, hear and smell, they may frequently 
be frustrated by tasks that others accomplish easily, and have difficulty calming themselves in 
all of these situations. If you have children with these extra needs for physiological and emo-
tional regulation, you may feel that you are constantly trying to fill their red buckets by helping 
them to down-regulate and reducing their distress, just to get them through the day and help 
them to accomplish every day activities and tasks.  

• What types of behaviors have you observed in your child that may indicate sensory 
processing difficulties such as we have been discussing?

• What techniques have you used successfully with your child for these types of 
behaviors?

• Why is decoding behavior so important if your child is experiencing sensory pro-
cessing difficulties?

We can also see how sensory processing issues might create challenges in the attachment rela-
tionship between a caregiver and child. You can imagine how challenging it is to try to build 
emotional connections with children who are tactilely very sensitive, and do not like to be held 
or touched. If a child feels discomfort in his body because of sensory issues, and the parent is 
unable to soothe or relieve the discomfort, the child may have the sense that the parent is unable 
to give him what he needs. This is another way in which the Arousal-Relaxation Cycle can be 
interrupted, which is the foundation of basic trust and attachment between caregiver and child. 
This can affect attachment from the caregiver’s perspective as well, with the inability to calm a 
child and meet the child’s needs leading to feelings of not being the “right parent” for the child. 

Again, the good news is that by understanding the special sensory processing needs of children 
with in utero exposure, it is possible to develop interventions and strategies that can help them, 
and you as well. Interventions will need to first address your child’s basic red bucket needs in 
order for interventions in other areas to be effective. When your child’s basic needs for physical 
comfort and regulation are met first, they will be better able to attend to tasks in other areas 
of their development, such as motor skills, language, family relationships, school, and social 
interactions.

There is a great deal of information available on how to help children with in utero exposure 
and/or sensory processing issues, but it can feel overwhelming if you are handling it all on your 
own. It is extremely helpful for parents to be in touch with other parents who are working with 
these special challenges. You may also find it helpful to seek the assistance of an occupational 
therapist to assess and assist you in building your child’s skills in the areas they are struggling.

Step 9 Define and explain the benefits of occupational therapy for children with in utero 
substance exposure and sensory processing issues by paraphrasing the following:

Occupational therapists are professionals who help children and adults with particular health 
needs to participate in things they need and want to do through the therapeutic use of every-
day activities (The American Occupational Therapy Association, Inc.). Occupational therapy 
services usually include: an individualized assessment with targeted goals; customized inter-
ventions that improve the person’s performance of daily activities; and an evaluation of 
outcomes to ensure that goals are met or modified as needed.
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Occupational therapists (OTs) play a key role in the treatment of sensory processing issues. 
An OT who uses a sensory integration approach will develop a planned activity program that 
is tailored to a child’s specific sensory processing needs. This type of occupational therapy 
typically takes place in a sensory-rich environment that allows for many types of activities.  
Depending on the child’s needs, certain senses will be stimulated through activities and expe-
riences, in combination with organizing and calming techniques that help the child learn to 
process the sensory experience in a more functional manner. The OT will also guide the child 
through fun activities in which the child is constantly challenged but always successful. Just 
a few examples of the types of activities that an OT will use to assist with sensory processing 
issues include:

• Working with Play Doh, dough or clay for children with tactile defensiveness
• Physical activities such as jumping, bouncing, rocking, etc., for children with high 

arousal levels
• Prescribing aids to assist with sleeping, such as sound machines, weighted blankets, 

aromatherapy
• Sand and water play which are also helpful with tactile defensiveness
• Aromatherapy for calming or stimulating
• Massage and vibration therapies, which can both calm and stimulate
• Body brushing (a technique that should be done only with guidance by an OT)
• Handwriting and other fine motor activities
• Activities that help to distinguish between “how hard” or “how soft” a use of force to 

use
• Group activities to help with social skills

The goal of this type of occupational therapy is to help the child develop appropriate responses 
to sensory experiences in a fun and meaningful way. Over time, the child is able to carry the 
appropriate responses over to other environments, such as home, school and the community.  
This enables children with sensory processing issues to experience normal childhood activities, 
such as playing with friends and enjoying school, as well as basic tasks like eating, dressing 
and sleeping. By providing treatment at an early age, sensory processing disorder may be man-
aged successfully, with children learning how to interact with his or her environment in a more 
adaptive way.

As with mental health therapy for children who have experienced other forms of trauma, occu-
pational therapy for children will ideally be family-centered. Parents are encouraged to be 
involved and work with the occupational therapist to learn more about their children’s sensory 
processing issues, as well as how to incorporate therapeutic activities at home and elsewhere. 
Note: If a child has both a mental health therapist and an occupational therapist, they may also 
work together to meet the child and family’s needs.  
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 If time allows, ask participants to share an experience or two of working with an 
OT to aid with some of their children’s developmental and/or sensory processing 
issues.

e. one fAmily’s experienCe

  
Step 10 Introduce a clip from the video, “The Listening Heart.”*  Following the video clip, 

go through the discussion questions below with participants.
  Facilitator: Select Chapters, then Chapter 3, showing only Randy’s story. 
          DVD clip run time is 10 minutes
  *If DVD has not been purchased by Facilitator, lead a 15 minute discussion  

   on this topic with case examples.
“The Listening Heart” is a video produced by NTI Upstream, an organization dedicated to 
producing resources that focus on the healthy development of children and families. This par-
ticular video focuses on the effects of in utero alcohol exposure on children, including Fetal 
Alcohol Syndrome and Fetal Alcohol Spectrum Disorder.

In this short video clip, you will meet Randy, who is growing up with FASD, and his family. 
The video will provide a glimpse of how prenatal exposure is experienced by both the child and 
the parent. While you observe some of the very real challenges that the family is experiencing, 
please also observe some of the coping strategies, as well as sensory integration techniques, 
that both the parent and child have learned. 

Discuss with participants:
• What were some of the challenges Randy faced?
• What were some of the challenges Randy’s mother faced?
• What were some effective strategies used with Randy?
• Did you notice sensory processing difficulties in Randy’s behaviors?
• How was the house set up in terms of activities that were readily available for 

Randy?
• What are your thoughts about visible vs. invisible disabilities?
• How much do you disclose about that, and to whom? 
• How will the disabilities that can’t be seen affect Randy as he gets older?
• What did you observe in the relationship between Randy and his mother? 



Pathways to Permanence 2: Parenting Children Who Have Experienced Trauma and Loss
©2012 Kinship Center®  A Member of Seneca Family of Agencies 7-29

Pathways to  
Permanence 2

Parenting  
Children  

Experienced 
Trauma 
and Loss

Who have

Session 7

Parenting 
the Child 
with Drug 

and Alcohol 
Exposure

• How important is a support system for parents/caregivers who have children with  
                 disabilities? 

Step 11 Wrap up this section by paraphrasing the following:

Trying to meet the extra needs of children who have experienced in utero exposure can be 
exhausting, and you may frequently wonder if you are making any headway as you repeat 
certain activities with your children over and over again. It is essential that you remember to 
find frequent opportunities to refuel, through connections with friends, family, and others who 
understand these challenges. Incorporating fun and humor regularly into your family life will 
also go a long way to restoring you, your child and your whole family. All of these experiences 
will also help to fill your children’s buckets and enhance the attachment relationship between 
you and your children.

IV. PARENTING TO YOUR CHILD’S STRENGTHS

Time: 25 minutes   Steps: 1-3

Purpose: To assist parents/caregivers in utilizing strength-based techniques and strate-
gies when parenting their children with extra needs.

 A. pArenting guidelines for CHildren wHo were prenAtAlly exposed

Step 1 Paraphrase the following about parenting to children’s strengths:

We have been discussing the extra challenges of parenting children who have experienced in 
utero drug and alcohol exposure. We know these children can exhibit increased impulsivity, 
emotional reactivity and other behavioral issues related to sensory processing issues and dif-
ficulties with self-regulation. This creates quite a challenge for parents and caregivers. What 
becomes most important when parenting your children is to focus on your child’s strengths and 
abilities as opposed to their weaknesses and/or disabilities. Again, it’s about adding positive 
experiences that teach your children how to manage their impulses and regulate their behavior  
as opposed to reacting to their negative behavior. 

When a parent attends to and focuses on their children’s strengths, those areas grow. Our atten-
tion to our children’s positive attributes helps those areas to become strengthened. For example, 
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if your child struggles with frustration over having to do homework, you can emphasize how 
proud you are that your child is continuing to work hard, even through his/her frustration. 
By reinforcing your children’s positive traits, and providing them with the tools they need to 
further develop their strengths, you are giving your children what they need to flourish, rather 
than attending only to their negative behaviors. 

Step 2 Ask participants to go to the Parent’s Toolbox article, “Guidelines for Helping 
Children Who Were Prenatally Exposed” on page 7-39 [PRN page 7-17]. Go 
through the items listed, and ask participants to share examples from their own 
experiences. Paraphrase the following:

As we discussed at the beginning of the session, you may not know for certain if your children 
experienced in utero substance exposure, or if they did, you may not know the details of their 
exposure.  As with other forms of trauma, your children’s behavior will provide you with clues 
to what their past experiences have been.  As we mentioned earlier, the parenting tools and 
techniques that we have been discussing throughout this series will help you respond to most of 
your children’s behaviors more effectively (decoding, developmental re-parenting,  attachment-
based parenting, therapeutic parenting).  If you suspect in utero substance exposure is part of 
your child’s history, here are a few additional guidelines that can help to fill the buckets for 
children with sensory processing issues and difficulties with self-regulation: 

• Maximize structure:
 This helps to reduce the internal feelings of chaos that your child may be feeling, 

and feelings of being overwhelmed. Examples include establishing routines for daily 
activities, such as bedtime, meals, naps, play, etc.

• Build in predictability:  
 Unexpected events and transitions can be incredibly stressful for children who are 

easily overwhelmed. Schedule events and transitions whenever possible and provide 
reminders.

• Simplify the child’s world:  
 Too much stimulation can trigger hyperarousal: too many options, too many toys, 

too many people, too much noise, etc. Avoid environments that can be over-stimu-
lating, such as shopping malls, toy stores, bowling alleys, etc., until children have 
learned to manage their own behaviors in these settings.
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• Avoid complex directions:  
 Lots of changes in direction and conflicting information can be a problem for chil-

dren with sensory processing difficulties. Keep activities and environments simple 
and structured.

• Intervene with containment and down-regulation:  
 Intervene the moment a child appears to be over stimulated, or going into a state 

of hyperarousal. When possible, physically scoop them up and help them calm and 
contain themselves. This may mean removing them from the environment temporar-
ily. Have a back-up plan for activities that become too stressful for a child in order to 
avoid full meltdowns.

• Avoid using lectures and lots of words with children in distressed states:  
 Children in stress overload will often block auditory information, and be unable to 

respond to spoken language. Practice ways for older children to recognize their own 
signs of stress and find strategies to calm and contain themselves.   

• Provide opportunities for “re-dos” to correct negative behaviors:  
 For children with poor impulse control, respond quickly to negative behaviors with 

containment, as mentioned above. Practice positive behaviors, such as making 
amends, and provide an opportunity to “re-do” the situation in a more positive way.

• Help children to anticipate impulsive behaviors:  
 Over time and with practice, children may learn to anticipate impulsive behaviors, 

such as hitting. Practice ways the child can ask for help the next time he/she feels 
like hitting someone, or other similar behaviors.  

• Consider working with an experienced Occupational Therapist:  
 A complete physical and developmental assessment for your child and working with 

an Occupational Therapist who is experienced with sensory integration techniques 
can greatly assist parents of children who have been prenatally exposed. Incorporat-
ing these techniques into your child’s every day routines and activities will help both 
you and your child find and develop your child’s strengths, as well as building skills 
in areas that are more challenging.

• Provide a sensory rich environment that suits the child’s needs:
 With the guidance of an OT, you can develop a space and activities where your child 

can play in a way that is suited to his/her sensory needs. It is important to find safe 
ways for your child to appropriately “blow off steam” and leisure activities they can 
enjoy. Remember the variety of activities that were available to Randy, which he 
used frequently…trampoline, exercise balls, etc. This will differ for each child, and 
children will initially need guidance from the parent about how and when to do this. 
As children become more able to self-regulate, they may eventually be able to recog-
nize when this form of activity is helpful to them.

And, as we said earlier, focusing on your child’s strengths rather than on their negative behav-
iors will help to build those areas of strength.
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 B.  de-stressing your Home

Step 3 Refer participant to the Parent’s Toolbox article, “Tips for De-stressing Your 
Home” on page 7-41 [PRN page 7-19]. Do not go through each item, but highlight 
a few and suggest that participants incorporate several of these de-stressing tech-
niques into their daily routines. Then, paraphrase the following: 

The interventions we have discussed for parenting children who have been exposed to alco-
hol or drugs are helpful for parenting any children, particularly those who have experienced 
trauma and loss. Those strategies play a part in reducing overall stress, for you and your child. 
When your child is in an environment which feels safe and predictable, he is better equipped to 
tackle the enormous tasks of healing from past hurts, mastering new skills, and staking claim 
to his place in your family and in the world. Reducing stress in your home also allows you to 
do your best parenting, and to refuel so you can do it all over again. It makes life more manage-
able and enjoyable, has clear health benefits, and ultimately teaches your child how to reduce 
and manage his own stress.

V. WRAP-UP SESSION 7 AND SERIES

Time: 40 minutes   Steps: 1 - 6

Purpose:  To provide participants with an opportunity to reflect on the knowledge 
gained from this session, and the entire series; to address any remaining 
questions; and to have participants consolidate their learning in a Parenting 
Pledge. 
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 A. review session 7 And series

Step 1 Review Session 7, asking participants if there are any questions left unanswered, 
and if there was any one thing that was unexpected, that they hadn’t considered 
before.

Step 2   Ask participants to reflect back on highlights of curriculum and their class activi-
ties. Provide a brief summary of the 7 sessions and key concepts by paraphrasing 
the following:

We have been on a long journey together, discussing the challenges of parenting children who 
have experienced trauma and loss. Here is a quick review of the topics and key concepts that 
we have covered:

•	 Parenting Children with Extra Needs – Children who have been traumatized grow and 
heal best in families; each family will have its own unique strengths and challenges in 
meeting their child’s needs.

•	 Lifelong Issues in Adoption – Expanding our definition of kin and understanding the Seven 
Core Issues in Adoption  and permanency will help families address these issues as they 
come up over the years.

•	 Child Development – Children who have experienced trauma have special developmental 
needs; by filling their child’s developmental buckets and parenting to the stage rather than 
the age of the child, parents can  help to reduce the impact of early trauma.

•	 Creating Positive Attachments, Part 1 – Attachment with a caregiver profoundly impacts 
a child’s physical, cognitive and psycho-social development. The attachment dance between 
the caregiver and child has two components: decreasing distress and increasing pleasure in 
the child.

•	 Creating Positive Attachments, Part 2 – A secure parent-child attachment enhances the 
child’s brain development. Children and caregivers both develop an internal working model 
of how relationships work based on early life experiences.

•	 Parenting the Neglected/Abused Child – Most children coming into care have experienced 
neglect/abuse which affects their development in all areas. Understanding, listening and 
talking with children about all parts of their history helps them to know that they do not 
have to cope with their pain alone. 

•	 Parenting the Drug/Alcohol Exposed Child – Most children coming into care have 
experienced neglect/abuse related to parental drug/alcohol abuse; many have been exposed 
prenatally to drugs/alcohol. Caregivers can help by creating a safe, calming, structured 
environment for their children, and by using techniques that build on their children’s 
strengths.

Step 3 Ask participants to take 30 seconds to reflect on all 7 sessions and their experiences 
of each other, these courses and what they have learned and practiced. Go around 
the room asking participants to put those experiences into one word to share with 
the group if they would like to. 

B. pArtiCipAnt Closing exerCise
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Step 4 Issue to participants the Personal Goals for the training that they wrote down at 
the beginning of the training. Ask them to look at the goals they had written and 
paraphrase the following: 

Looking now at the goals that you wrote down at the beginning of this training, do you feel that 
your goals were realistic? Did you gain something from the training that you did not expect?

Step 5 Go to Parent Toolbox item on page 7-43 [PRN page 7-21], “My Parenting Pledge” 
with participants and paraphrase the following:

As this class comes to its conclusion, I/we would like to honor the commitment you have shown 
during this course, to your child, to your family and to yourself. You have dedicated over 21 
hours of your time to this class, as well as tremendous emotional energy to finding new ways 
to help your child and your family. To carry this energy and commitment forward, let’s take 
the time now to write down 5 things you can do on an ongoing basis that will help you on this 
journey with your child. These might include things you can do to nurture yourself, or that  
strengthen your attachment to your child, or that build your family fitness. This will be your 
Parenting Pledge. 

C.  evAluAtions for session 7, And overAll evAluAtions for series

Step 6 Have participants pull out the Evaluation sheet for Session 7, and also the Overall 
Evaluation for the series from the Evaluation Sheets section of their PRN, and fill 
them out. You will pick them up as participants are leaving.


